Introduction 19
Abortion is a common feature of people's reproductive lives. An estimated 56 million induced abortions 20 occur annually (Sedgh et al., 2016) , of which 54.9% (49.9%-59.4%, 90% C.I.) are unsafe (Ganatra et al., 21 abortion is highly restricted. An estimated 7.9% (4.7%-13.2%, 95% C.I.) of maternal deaths are due to 23 unsafe abortion (Say et al., 2014) ; unsafe abortion is also a leading cause of maternal morbidity. While 24 medical procedures for inducing safe abortion are straightforward, whether or not an abortion is available 25 or safe or unsafe is influenced by a complex mix of politics, access, social attitudes and individual 26 experiences. Up to 40% of women who experience abortion complications do not receive sufficient care 27 (Singh et al., 2009 ). Understanding the complexity around obtaining abortion-related care is urgently 28 needed, especially in light of the intense policy attention abortion receives. Abortion care is a landscape in 29 flux, with rapid increases in access to and use of pharmaceuticals to induce abortion (Kapp et al., 2017) , 30
and shifting national and international laws, policies, treaties, protocols and funding provision (Barot, 31 2017a, b). 32 other domains including stigma (Lipp, 2011) , policy (Aniteye & Mayhew, 2013), lifecourse (Edmeades et al., 67 2010), reproductive agency (Cleeve et al., 2017) , reproductive justice (Katz, 2017) , post-colonial feminism 68 (Chiweshe et al., 2017) and social psychological frameworks (Cockrill & Nack, 2013) . processes (Mackian et al., 2004; Pescosolido, 1992) . Socio-ecological models (McLeroy et al., 1988 ; 77 Stokols, 1996) consider multiple levels (e.g.: structural, community, individual) of influence on behaviour, 78 and reciprocal causation between behaviour and social environments, unlike determinant models that 79 largely conceptualise healthcare decision-making and use as an individual-level process. However, simple 80 socio-ecological models are limited in their representation of time-dependent processes and events. 81
Pathway-based models, which disaggregate healthcare decision-making into constituent steps, challenge 82 frameworks that conceive each health care-seeking event in isolation (Mackian et al., 2004; Pescosolido, 83 1992) . Understanding abortion-related care-seeking requires dynamic process-oriented perspectives; the 84 circumstances of a pregnancy leading to an abortion unfold in the space of a few weeks and can be highly 85 unpredictable. Abortion-related care-seeking cannot be understood only through a linear course of action; 86 it is a process that responds to changing circumstances and experiences. The conceptual framework we 87 present is a mechanism for showing interrelatedness across the various temporal and spatial dimensions 88 that influence and shape abortion-related care-seeking for one pregnancy. In this paper we i) review all 89 influences on obtaining abortion-related care, ii) organise these into a conceptual framework, and iii) 90 discuss how our framework can facilitate new research to better understand obtaining abortion-related 91 care. 92 93
Methods 94
We used an inductive two-step approach to build this conceptual framework: initial drafting based on 95 expert research and practice knowledge, and subsequent systematic evidence mapping of peer-reviewed 96
literature. 97 98
We originally conceived the conceptual framework at an international seminar (IUSSP, 2014) . Thematic 99 analysis of issues reported in the papers presented at the seminar, which included studies from Africa, 100
Asia, Latin America and Europe (n=24), along with authors' practice knowledge, were used to draft a first 101 iteration of the framework based on a thematic analysis of issues reported in the seminar papers. The first 102 draft of the framework, which was also informed by the authors' practice knowledge, was presented and 103 discussed at the end of the seminar. Subsequent iterations of the framework were intensively discussed 104 among the authors over several months and presented to specialist audiences at national and international 105 meetings (Table 1) and continually revised following their feedback. This process introduced additional 106 components to our framework, such as the importance of national policies not directly related to health 107 (e.g. education and welfare policies), and elaborated specific components (e.g. relief as an impact of 108 abortion on mental health; the addition of caste-based inequalities among those shaping social positions 109 on fertility and abortion). In addition to individual components, presentation and feedback to specialist 110 audiences shaped the structure of the conceptual framework, informing our distinction between this 111 framework and socio-ecological models and our efforts to present the framework visually so as to 112 maximise its utility. focusing on more recently published evidence (post-2010), our framework reflects a contemporary 151 summary of the field of abortion-related care-seeking evidence. We searched only three databases, 152 selected for their range (biomedical and social science); additional databases might include additional 153 evidence, although the number of duplicates (n=1027) yielded by our search suggests that our strategy is 154 robust. Our search only included abortion-related terms (abortion, termination, menstrual regulation); our 155 search will not have yielded articles that discuss pregnancy decision making without reference to abortion.
156
Our mapping approach means that the relative weight and rigour of evidence on the factors identified 157 remain unknown. The final conceptual framework represents all aspects of trajectories to abortion-related 158 care as illuminated by expert researchers, practice knowledge, and in 424 articles. 159 160 161
Conceptual framework of trajectories to abortion-related care 162
A conceptual framework is a set of ideas, presented in a structured way to help understand a phenomenon 163 (Reichel & Ramey, 1987) . Our framework (Figure 2 ) represents "the main things to be studied" (Miles & The timing of action to confirm a pregnancy can be linked to the social risks of pregnancy. When a 215 pregnancy is undesirable a woman may avoid acknowledging the pregnancy to herself (Sowmini, 2013) .
216
For example, young unmarried women in an Indian study were less likely to recognise (or acknowledge) 217 their pregnancy than their married counterparts, and unmarried women had higher levels of second 218 trimester abortions (Jejeebhoy et al., 2010) . In addition, the gestational age at which diagnostic testing (if 219 available or used) for foetal abnormality and/or sex -factors that may change whether the woman has an 220 abortion -varies by context (Gawron et al., 2013 
225
• Timing of awareness (e.g. knowledge of pregnancy symptoms or pregnancy testing, denial of pregnancy)
• Access to / use of pregnancy testing (e.g. cost, availability, source)
• Access to / use of pregnancy diagnostics (e.g. foetal abnormality, sex determination)
226
Some women do not disclose their pregnancy and take abortion decisions alone (Bowes & Macleod, 2006 ).
227
For women who do disclose their pregnancy, the person(s) to whom they disclose may influence abortion 228 decisions, be a source of (mis-)information, and/or provide access to resources for abortion-related care.
229
Disclosure may lead to negotiation about whether or how to abort. Decisions about disclosure are 230 influenced by wider social norms and belief systems. For example, both the choice of confidant(s) and 231 their influence are embedded in the woman's larger context of relationships and ability to access resources 232 (Nyanzi et al., 2005) . In a study among young women in urban Cameroon, disclosure to male partners was 233 influenced by the need for financial support for the abortion (Calvès, 2002) . Disclosure discussions are 234 enmeshed in the macro-context; more limited abortion options may necessitate more disclosure in order 235
to seek information about care (Rossier, 2007) , or disclosure may be enforced due to service providers' 236 partner or parental notification protocols. Disclosure may lead to emotional support around an abortion 237 decision or pressure to abort or not abort (Schwandt et al., 2013) . Disclosure of pregnancy may lead to a 238 range of negative outcomes, including condemnation and abandonment (Tangmunkongvorakul et al., 239 2005) or punishment (Umuhoza et al., 2013) . Fears about the implications of disclosure of the pregnancy 240
• Ability to disclose, to whom (e.g. family, friend, partner, health professional, provider, acquaintance) and the implications of that (e.g. the confidant's knowledge, experience, advice, reaction)
• Negotiation around abortion with (any) others involved in the decision (e.g. partner, relatives, (potential) abortion providers)
• Reasons for disclosure or non-disclosure (e.g. policies around partner or parental notification)
• Timing of (any) disclosure(s)
• Emotions about disclosure (e.g. fear of reactions, shame, stigma, relief)
or the desire to abort may delay initiating the abortion (Labandera et al., 2016) or compel a woman to seek 241 a less safe abortion (Schuster, 2005 Women's ability to access resources to procure an abortion is important in every setting. Social and 246 emotional support for or against abortion-related care is linked to whether, and to whom, the pregnancy is 247 disclosed. A friend or partner providing support may influence the location and type of abortion (Conkling 248 et al., 2015) . Access to financial resources, frequently linked to social support, may be critical to a 249 woman's ability to access abortion information and services. In Latin American countries where abortion is 250 illegal, access to economic resources and emotional support were critical for accessing a medically 251 supervised medical abortion in a clandestine clinic (Zamberlin et al., 2012) . One quarter of urban 252
Mozambican women who sought a first trimester termination at a public hospital delayed care in order to 253 have sufficient funds to pay user fees (Mitchell et al., 2010 ). Women's sources of information extend 254 beyond their social networks to include advertising, agents, the internet and other clients of abortion 255 providers Osur et al., 2015) . The difference between a safe or unsafe abortion may be 256 whether someone can pay for a safer procedure (Moore et al., 2011b) or whether she can travel to avoid 257 more restrictive laws to locations with more permissive laws (Foster et al., 2012) . Accessibility of abortion 258
• Social/emotional support for/against abortion (e.g. from partners, relatives, friends, providers, doula)
• Material / physical resources (e.g. transport, money, childcare, ability to miss education or employment, insurance, commodities, information)
• Access to abortion provider/method (e.g. border crossing, journey time, face-to-face versus web-based provider)
services is multidimensional and closely linked to macro-environmental factors including legality, distance 259 and cost (Sethna & Doull, 2013) Abortion trajectories may also be influenced by professional advice. Provision of counselling may differ 275 depending upon a woman's circumstances (Ramachandar & Pelto, 2002) , policies including mandated 276
• Gestational age
• Counseling (e.g. (non-)directed, (un)supportive, waiting period, referrals)
• Location abortion sought or conducted (e.g. home, (un)regulated facility)
• Type of abortion (e.g. (un)safe, (il)legal, medical, surgical, self-or provider-initiated)
• Perception or experience of provider care (e.g. (dis)respectful, judgmental, confidentiality, privacy, pain management, exposure to protests/harassment) waiting periods, and the socio-legal (Gerdts & Hudaya, 2016) • Physical health (e.g. pain, side effects, future fertility, resulting or avoidance of morbidity or mortality)
• Mental health (e.g. depression, relief, guilt, shame)
• Socio-economic effects (e.g. out of pocket payments, legal/penal consequences, maintaining a relationship, education or occupation)
Emotions about Pregnancy, Childbearing or Abortion 310 311
Women may have conflicting and changing emotions about being pregnant, childbearing, and abortion anticipated from disclosure. A pregnancy has short-and long-term economic and opportunity costs for 314 women; these may be exacerbated when the pregnancy is unintended . Individual 315 circumstances influence whether abortion provides a better outcome for a woman than bearing a child at 316 that time, and women give many reasons for having an abortion. For example, in Bangladesh, women and 317 their husbands described challenging life circumstances (poor health, poverty) that influenced their 318 decisions to terminate . In some contexts, a pregnancy with close birth spacing 319 may be unacceptable; evidence from Ghana suggests that child spacing played an important role in some 320 women's abortion trajectories (Oduro & Otsin, 2014 involved, make sense of relative risks is important for understanding trajectories (Izugbara et al., 2015) . 345
• Awareness of possibility and sourcing of abortion care (e.g. pre-existing knowledge / knowledge sought as a result of pregnancy)
• Ability to seek accurate information about safe abortion-related care
• Knowledge about abortion (e.g. methods, legality)
• Perceptions and knowledge of abortion consequences (e.g. risks [health, social, penal], benefits, side effects, social, economic, legal, relationship, health)
• Beliefs about morality of abortion (e.g. faith, internalised stigma)
Trajectories are additionally shaped by the need to maintain secrecy (Marlow et al., 2014) • Fertility intentions (e.g. non-use of contraception, contraceptive failure, parity, sex of foetus)
• Life course aspirations (e.g. education, employment, fertility, partnership)
• Self-efficacy / agency (e.g. autonomy, power) experience of abortion (Asplin et al., 2013), ethnicity or race (Cowan, 2013) • Civil society: position and influence
• Faith-based institutions: position and influence
• Role of institutional environment in personal decision-making
• Anti/pro-natalist and associated policies (e.g. education, employment)
• Fragility of state (e.g. post-/conflict, crisis) national contexts, both ideologically and financially. For example, the issue of a USA Presidential 398
Memorandum that reinstated and extended the 'Mexico City Policy' in 2017 prevents non-governmental 399 organisations and agencies operating anywhere in the world from providing, referring or giving information 400 about abortion services if they receive federal funding for any part of their work, regardless of local 401 context (laws, bills of rights) or the professional codes of health practitioners employed in these 402 organisations (Singh & Karim, 2017) . Abortion is regulated almost everywhere; to date only Canada has 403 effectively decriminalised abortion (Berer, 2017 (Pheterson & Azize, 2005) . Abortion regulation may be at 420 best difficult to understand, and at worse contradictory (Boland, 2010) so that arbiters of law themselves, 421 including police and prosecutors, lack clarity about what is il/legal (Suh, 2014) . Where abortion is legally 422 restricted, there may be punishments specified for providers and/or procurers; these punishments may be 423 rarely enforced or enforced unequally (Bankole et al., 2008). Abortion laws, policies and services shift in 424 response to religious, societal and political change (Hodes, 2013) . National and international civil society 425 includes advocates for both increased and reduced access to abortion services (Berer, 2017; Castle, 2011) .
426
For example, following legal reform in Colombia, feminist civil society organisations used strategic 427 litigations to counter backlash from institutions opposed to abortion (Ruibal, 2014) . Communities mobilise 428 (and can be mobilised); an intervention to educate communities about gynaecologic uses for misoprostol 429 in Kenya and Tanzania, where abortion is legally restricted, showed it was possible to share information 430 without political backlash (Coeytaux et al., 2014) . Transnational advocacy is increasingly used to increase 431 the visibility and scale of abortion debates and information (Stevenson, 2014) .
Faith-based organisations influence access to abortion depending on the dominance of religion(s) in a 434 setting, the extent to which religion influences governance and health service delivery, and permissibility 435 of abortion within religious teaching and local interpretation (Al-Matary & Ali, 2014). For example, the 436
Roman Catholic Church has a strong stance against abortion yet its influence on national laws and policies 437 is stronger in Catholic Latin America, where abortion is severely restricted, than in Catholic Western 438
Europe, where abortion is widely available (Blofield, 2008 Trajectories to abortion care are shaped by complex health systems that incorporate formal and informal 450 components, government and non-government provision, infrastructure (e.g. where health facilities are 451 located and how they receive resources, including commodities), flows of information (e.g. health 452 messages about where, how and for whom abortion is provided), and level of investment. For example, 453 access to safe abortion is influenced by who is legally permitted to provide services. In many settings only 454 doctors provide services; where services are delivered by mid-level providers, safe abortion care has 455 become more accessible (Berer, 2009 ). Less-or un-regulated abortion care is delivered by a range of 456 practitioners, including public sector practitioners with private clinics at their homes, herbalists, traditional 457 birth attendants, and pharmacists (Norris et al., 2016) . The safety of abortion provided outside of the 458 formal health system or by less-regulated providers varies. Informal abortion may be sought because: 459 these services are more established; of limited knowledge of how to access care from formal health 460 systems; of understandings about quality of care provided within each system; or, because of perceptions 461
• Formal (e.g. finance [public, private, insurance], infrastructure, governance, health information, training, investment priorities, provision for conscientious objection, commodities [including drug regulation, marketing and distribution], human resources, stigma/harassment experienced by providers, diagnostic testing, abortion conditionality, parental/spousal notification)
• Informal (e.g. alternative and/or illegal providers [e.g. traditional healers or herbalists, unlicensed doctors or pharmacists], self-administration of abortion)
• Quality of care (e.g. health workforce treatment of women, accessibility of il/legal and/or un/safe services, privacy, confidentiality)
or expectations of poor and/or non-confidential treatment within formal systems. Health system financing 462 (e.g. free, subsidised, insurance, co-payments) affects how abortion-related care is sought and paid for 463 (Foster & Kimport, 2013) . Funding and services in some settings can be tied to laws and policies of donor 464 countries (Barot, 2017b). Health systems may act as barriers to or delay obtaining abortion care, including 465 multiple referrals or follow-up visits, mandatory diagnostics (including ultrasound), or the waiting times, 466 parental or spousal notification discussed, and conditionality ( territories, where abortion is permitted only to save the life of the pregnant woman or when the embryo is 484 unviable, pharmacists provide misoprostol to women under a greater variety of circumstances (Hyman et 485 al., 2013 2017) or changes in laws and policies (Umuhoza et al., 2013) . Information about abortion may be 512 appropriate to the population's information literacy skills or it may be concealed. In the USA, information 513 may be obscured by facilities (e.g.: "crisis pregnancy centers") that advertise abortion services but deliver 514 counselling to dissuade women from having abortions (Rosen, 2012) . Information about abortion can 515 include explanations about safety or side effects. In South Africa, mobile phone messages to support 516 women using misoprostol at home for early medication abortion significantly reduced women's anxiety 517 and improved preparedness for abortion symptoms (Constant et al., 2014) . 518 519
• Access to / availability of information (e.g. safety, availability, legal, financial)
• Quality of information (e.g. in/correct, non-/directive)
• Technology (e.g. mobile phone, internet)
• Media (e.g. broadcast, print, social, representations of abortion)
• Knowledge source (e.g. politicians, activists, community leader, health professionals, peer educators, journalists, organisation) In some settings, while abortion might be normatively shameful, it might be perceived as less shameful 534 than a pregnancy in some circumstances (Johnson-Hanks, 2002). In other contexts, the reverse 535 relationship may prevail (Fordyce, 2012) . Socio-cultural context influences whether sex-selective abortion 536 is present, reflecting norms around sex preference and family size (Bongaarts & Guilmoto, 2015) and 537 attitudes of providers, institutions and society (Hohmann et al., 2014) . 538 539
• Norms and acceptability of abortion (e.g. presence of stigma or shame, religious influence)
• Fertility norms (e.g. family size, gender preferences, birth spacing)
• Norms and (in)equalities (e.g. gender, race, ethnicity, wealth, caste, social class)
CONCLUSIONS 540
We present a conceptual framework of women's trajectories to obtaining abortion-related care (Figure 2) . 541
This integrative framework helps develop understandings of women's abortion-related care-trajectories in 542 a way that identifies discrete components while at the same time representing the integration of 543 components operating (sometimes in conflict) at macro-and micro levels. Previous research on women's 544 trajectories to abortion -including that conducted by the authors -has tended to focus on specific aspects 545 of trajectories. In assembling for the first time all of the explanatory factors influencing a woman's 546 abortion trajectory, our framework can be used to test theories and generate hypotheses relevant to 547 obtaining abortion-related care. 548 549
Our inductive approach to framework building generated a conceptual framework from evidence. Our 550 framework builds on characteristics of other models of health-related behaviour. The three domains -551 abortion-specific, individual, inter/national -have characteristics similar to a socio-ecological model. 552
However, our framework is not a simple socio-ecological model because it additionally incorporates time-553 dependent processes specific to abortion. The start of any abortion trajectory begins with pregnancy 554 awareness. In this respect, our framework incorporates aspects of pathway models, acknowledging the 555 dynamic care-seeking processes that can be involved in terminating a pregnancy. The framework is not 556 limited by the individual rational actor-oriented framing of determinant models. 557 558
Our conceptual framework is built on expert consultation and a systematic literature mapping. Our 559 systematic approach is sufficiently robust and comprehensive to assert that the framework includes the 560 known universe of factors affecting women's trajectories to abortion-related care. Our conceptual 561 framework will need to be modified to reflect future empirical and theoretical evidence generation. 562 563
The conceptual framework marks a significant step forward for how researchers might conceptualise and 564 understand trajectories to abortion care. 
